We recently experienced a ''cannot ventilate scenario'' in a child caused by entrapment of an endotracheal tube (ETT) in a tracheal bronchus.
This four-month-old American Society of Anesthesiologists physical status I infant, weighing 5 kg, presented with a stoma prolapse and was scheduled for stoma closure. She had undergone previous operations under general anesthesia to address her anorectal malformation and had been previously successfully intubated and ventilated via a 3.5-mm ETT. Following intravenous induction and neuromuscular blockade, bag-and-mask ventilation was achieved. On laryngoscopy, a Cormack Lehane grade 1 glottic view was obtained, and we attempted to advance a 4-mm uncuffed ETT into the trachea. However, resistance was experienced when the ETT was just below the glottis. As the glottis had been crossed, we attempted to ventilate the lungs via the ETT but were unable. On suspicion of subglottic stenosis, endotracheal intubation using a smaller ETT was attempted but similarly failed. Owing to the non-emergent nature of the surgery, the infant was awakened to allow investigation of suspected tracheal stenosis.
The following day, the child underwent helical computed tomography (CT) bronchoscopy using helical datasets from the base of the skull to T4 on a 64-detector scanner (Terrarecon workstation; Aquillion 64, Toshiba America Medical Systems, Tochigi, Japan). The CT scan revealed the presence of an accessory (i.e., tracheal) bronchus arising from the right posterolateral wall of the trachea (Figure) . We suspected that the distal end of the ETT abutting on the tracheal bronchus resulted in the inability to ventilate and resistance to advancing the ETT. The child was subsequently successfully anesthetized and intubated using a 4-mm ETT that was advanced with its tip rotated at 180°to avoid being diverted into the accessory bronchus. A flexible bronchoscope had been prepared to facilitate ETT passage had our initial attempt been unsuccessful.
A tracheal bronchus is an anatomical variation wherein an accessory bronchus originates from the trachea usually \ 2 cm above the carina and commonly from the right lateral wall of the trachea. It has an incidence of 1,2 This condition generally remains undiagnosed because of its relative lack of symptoms. However, there have been reports of hypoxemia, atelectasis, 3 and difficulty placing double-lumen tubes due to the presence of the tracheal bronchus. 4 Preoperative diagnosis of a tracheal bronchus might be possible by reviewing the chest radiograph and in doing so aid in a successful airway management plan.
